children whose leakage normally occurs as a result of contractions, it may be envisaged that during periods of relative bladder activity, such as may possibly occur during sleep, bladder pressures equal to the magnitude of the leak pressure may be generated and maintained. This could conceivably explain why higher leak pressure is a risk factor for upper tract damage.
Therapy for those children in whom a high leak pressure is identified must be individualised. Although procedures effective in reducing leak pressure (i. e. urethral dilatation, etc.) may be necessary in some children, one must bear in mind that while a high leak pressure may present risk to the upper tracts it appears to promote development of bladder capacity. Ureteroneocystomies, routinely performed in conjunction with continence surgery, may be indicated earlier in some cases where a high leak pressure is identified. However, this procedure should be performed with the understanding that reflux in this setting is not primary reflux but is associated with abnormal bladder function. For many children with high leak pressure, closer surveillance, prophylactic antibiotics and/or intermittent chatheterisation may be the most appropriate management.
The lower urinary tract does function as a storage organ in the majority of children following exstrophy closure. Compliance, contractility and leak pressure can be measured meaningfully and provide information important in following the upper tracts and development of bladder capacity. Monitoring during natural filling is the preferred method of evaluation.
